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MORAL ISSUES AND HEALTH CARE 


Dialogue between 
John H. Bryant, MD, and Professor David Jenkins 


This issue of CONTACT is longer than usual. It reproduces a continu- 
ing dialogue between the chairman of the Commission, Dr John H. Bryant, 
and Professor David Jenkins, director of the WCC Humanum Study, which 
has become a special feature of the Christian Medical Commission's 
annual meetings. 


The issues involved have not normally been subject to theological re- 
flection, and readers will be interested in what Professor Jenkins de- 
scribes as ‘Do-it-yourself theology'. 


BRYANT: The moral issues involved in caring for individual patients 
are well known and often discussed. But the moral issues associated 
with providing health care for large numbers of people, particularly 
when resources are severely limited, are less well appreciated. The 
lack of understanding of these issues -- indeed, the failure to rec- 
ognize that they exist -- is a serious obstacle to improving health 

care, whether provided by a government health service, university or 
church. 


The Conditions Under Which The Issues Will Be Faced 


Understanding the questions involved requires, first, understanding 

the circumstances in which health care decisions must be made. Through- 
out the developing world national ratios of doctors to population range 
between 1:3000, as in Latin America, to nearly 1:20,000, as in Africa. 
But most of the population is rural where professional personnel are 
scarce, perhaps one physician and one nurse for every 10,000 to 1,000,000 
people. 1:50,000 is an approximate average. Governmental money avail- 
able for health care varies from $.20 per person per year in Indonesia 
to over $10 in some Latin American countries. The use of this money is 
not well distributed, and most of the population is served with well 
under $1 per person per year. Thus throughout the developing world 

one physician, one nurse and a variable number of paramedical and auxi- 
liary personnel try to provide health care for more than 50,000 with a 
budget of less than $1 per person per year. 


A population of 50,000 rural people will live in about 8000 homes in 
several hundred communities distributed over hundreds of square miles 

of land. Ina year there would be over 500 deaths and 2000 births. 
Health facilities would be visited by about 350 out-patients per day, 
and there would be five hospital admissions (a continuous requirement 
for about 60 hospital beds). The people would be afflicted by disease 
conditions that are both curable and preventable, but cure requires 
effective contact with competent health care, and prevention requires 
effective programmes reaching into communities and homes. As examples 
of these conditions, obstructed labour requires immediate care by a 
physician in a well-equipped hospital or health centre, and malnutrition, 
parasitism, and overly large families require changes in the ways people 
live their lives. 


Let us consider the work of the physician responsible for providing 
health care under such circumstances. His role will vary according 

to the setting in which he works: the diseases and the conditions under 
which they occur; the extent to which resources are available; the sys- 
tem providing health care; the capabilities and limitations of other 
members of the health team. 


The use of auxiliaries, for example, has considerable influence on the 
role of the physician. The style of the physician's action will be 

very different in a country such as Kenya where there is a wide range 

of auxiliaries compared with, say, a Latin American country where auxi- 
liaries are scarcely used and nurses are in short supply. In the former 
the physician has an organized team he can lead against the health prob- 
lems. In the latter he may have to develop both the team and the organi- 
zation in order to strike at those problems. But whatever the differences 
in the circumstances of his work, needs will exceed resources, and he will 
have difficult choices to make as he analyzes the problems and attempts to 
develop effective solutions. At the centre of his difficulties, if he 
recognizes them, will be some crucial decisions on moral issues. 


We can move closer to these problems by joining a young government physi- 
cian as he arrives at his first assignment. He has just finished his 
internship and has been assigned to serve in a rural district. His dis- 
trict is 20 miles wide and 30 miles long and contains about 70,000 people. 
He is the only doctor. The hospital has 70 beds, and there are 110 pa- 
tients. The nurse -- there is only one -- shows him around. 


A large crowd is in the out-patient clinic, and he learns that 200 to 
400 patients come each day. Two medical assistants are looking after 
them. The doctor will be asked to see the difficult problems. As he 
walks by, malnutrition, anaemia, skin problems and eye diseases are ob- 
vious. The hospital is clean and well kept. A midwife is taking care 
of two women in labour; no complications. There is an X-ray machine 
that will probably work when the tube is replaced. There is no X-ray 
technician; someone will have to be taught. The pharmacy is neat but 
poorly stocked; of the last drug order they received no penicillin and 
only half the chloroquin. This is an area where infection is common 
and malaria is endemic. 


The refrigerator is not working. A little lab has a small microscope, 
a hand-driven centrifuge and some unlabelled stains. There is no tech- 


nician, but one of the medical assistants has expressed an interest in 
brushing up on his microscopy and working in the lab. The operating 
theatre is simple and adequate. The medical assistant who had been 
giving anaesthesia was transferred, but one of the others would be 
happy to learn. The nurse could give rag-and-bottle ether anaesthesia 
if needed. 


The staff of the hospital consists of the doctor, the nurse, two mid- 
Wives, two auxiliary nurses, four medical assistants, and various an- 
cillary personnel including two drivers. The office of the District 
Health Inspector adjoins the hospital. In this district are four 
health centres, each staffed with auxiliaries, and each has a Land 
Rover, though these are occasionally grounded for lack of petrol. 


As they look around, the nursing sister tells him of a new patient, a 
woman who has been in obstructed labour for two days and now has the 
signs of a ruptured uterus. The operating theatre is ready if he needs 
it. The regional hospital with a surgeon is 140 dirt-road miles away. 


The medical assistants are having difficulty setting a shattered frac- 
ture of the leg. A boy is comatose with what they believe to be cere- 
bral malaria; his father is a local chief of considerable importance. 
The traditional healer from the village is with the boy now. A message 
was received last week from a medical assistant at one of the health 
centres about two cases with fever, headache and mental confusion -- 

it could be sleeping sickness. 


For Whom Am I Responsible? 


Now let us examine the kinds of decisions he will have to make. One is 
central to all others: For whom am I responsible? For whom shall I pro- 
vide health care? Those who come to the hospital? Those who come to 
the health centre? Am I responsible for those who do not come? The 
importance of this question is increased by our knowledge that those 

who are in greatest need of health care may not know their need, or 

they may Know it but may not seek health care. 


The 'whom' question almost invariably involves a moral choice, though 

it is seldom appreciated as such. The underlying reasons for our decid- 
ing whom we will serve are often obscured by traditions of medical care. 
Medical personnel in a hospital, whether associated with a university, 
mission, or government, usually accept as a matter of course that they 
will serve those who come for care but not those who do not come. This 
health care is often the product of devoted and selfless service carried 
out under extremely difficult circumstances, and it would not occur to 
many that this approach needs justification -- it seems to be self- 
justifying. 


This 'non-choice' approach to determining who should receive health care 
has dominated most medical care institutions and is now coming under in- 
creasingly heavy criticism. At the centre of the criticism and of the 
answers to the criticism should be some attempt to define the purposes 
of the institution. For the mission, is it evangelism? Is it service? 
If service is meant to be a substantial part of the mission's purpose, 
what kind of service should it be, and how should it be measured or 
evaluated? In terms of numbers of people treated? In terms of improve- 


ment in health? (Contact between people and health care programmes does 
not necessarily result in improvement in health.) 


Thus, to our question, ‘Whom should we serve?', is added the question, 
"How should they be served?'. In examining these questions, it is use- 
ful to recognize a dimension of responsibility that lies on governments 
that does not usually lie on missions and universities -- the responsi- 
bility for a defined population. There are technical and ethical issues 
that are sharpened by examining health care programmes in a context that 
includes responsibility for a defined population, be it for all the people 
of a nation, a district, or of a community. 


The basic equation that must be taken into account in every health care 
situation is that resources are always limited relative to need. If 
those responsible for health care have the prerogative of limiting the 
size of the population to be served, either by decision or default, 
they are, to that extent, released from the constraint of resource 
limitations. 


Shall resources be used to provide some care for all, or better care fo 
for a few? The question applies at all levels: to a single physician 

and his health team serving a district; to the director of a programme 

of tuberculosis or leprosy; to the planners of an entire health service. 
The issue centres not so much on the size of the decision-maker's uni- 
verse as on whether or not he considers his responsibilities to extend 

to all the people of that universe. If he considers they do, he accepts 
the need to use his resources to cover those people with maximum benefit. 
If he decides they do not, then by that decision and to that extent, he ~~ 
has escaped the restriction of his resources. He can, for example, double 
or quadruple the per capita expenditure of his programme simply by decid- 
ing to serve only one-half or one-fourth of the population in his uni- 
verse. 


Notice how the decision of the physician to accept responsibility for 

all the people of his district can shape his other health care decisions. 

Let us assume that he has established his major objective as being to 

improve the health of all the people of his district, and he has methods 

for measuring that improvement. It is immediately clear that those who © 
do not come to his clinic or hospital 'count' in his calculations of 
improvement as much as those who do come. Indeed, if he accepts the 
responsibility for all, every step of health care must be judged against 
the need of all and must be divided by the same denominator -- all the 
people. How does one judge an expensive programme that improves the 
nutrition of thirty children when three thousand in the district are 
malnourished? 


Whom To Serve And Whom To Deprive? 


An effort to provide a certain level of health services for all people, 
regardless of where or how they live, has its inappropriate extremes. 
Resources might be spread so thinly as to be of little benefit to any- 
body. Thus once the physician has decided to serve the entire population 
of his district, he must decide whom within that population he can actual- 
ly benefit. This is not an empty exercise in logic -- to insist that he 
accept responsibility for all, even though he cannot care for all. Only 
when he has accepted responsibility for all can he analyze their needs, 


decide who is most in need and whom he can serve effectively. 


He may find, for example, that more than fifty per cent of the pre-school 
children are malnourished; that only twenty per cent of women are receiv- 
ing antenatal and obstetrical care; that most of the population has hook- 
worm; that the birthrate is over 40; that the leading causes of childhood 
death are malnutrition and gastroenteritis, and of adult death malaria. 


As he designs action programmes to meet these problems, it becomes quick- 
ly apparent that his resources will allow an attack on some but not all 
the problems. He must set priorities. He might place malnutrition and 
the lack of antenatal and obstetrical care at the top of his list. But 
even within these priorities he cannot afford to reach all and must there- 
fore choose smaller target groups, say, the most severely malnourished 
children and the mothers who are at greatest obstetrical risk.l 


Now we are at the heart of the matter. In making these decisions, the 
physician is deciding who shall be served and who shall be deprived, and 
he is at the same time deciding who shall live and who shall die or be 


disabled. By what criteria does he decide? What value system guides him 
in choosing to try to improve the health of the mothers, or the children? 
Which children? Or the old? Or the fathers? Or those who can contribute 
most to the nation's GNP? 


We have constructed a situation in which the burden of moral decision is 
on a single physician. Is it realistic to expect that one person, a phy- 
Ssician, will have the social morality to guide him in his decisions? 
Should his government provide him with directives on these matters? 

What if no such directives are forthcoming? If the physician represents 
a church, should his church provide the directives? 


Are these questions answerable? Is it socially and politically feasible 
to make choices publicly that involve serving some and depriving others 
when human life is involved? Currently these 'choices' are seldom made. 
Rather, as noted earlier, traditions of health care determine who is 
served, and the rest are deprived by default rather than as a result 

of studied choice. 


The Technology Of Problem-Solving 


Economists, systems analysts, and health planners are developing tech- 
niques for solving complex problems such as these, and while these tech- 
niques are highly useful, they do not circumvent the unanswered moral 
questions. 


Systems analysis begins with a careful description of the 'system' under 
consideration, in this instance a rural district with its health prob- 
lems, including all components of the system, their interrelationships, 
and the external factors or constraints that influence the system. The 
major challenges or problems of the system are identified and placed in 


lNotice, however, that to identify who is malnourished and who is at 
greatest risk requires surveying the entire population. 


an order of priority. In attempting to solve the priority problems, 
objectives of the solution must be defined together with a means of 
measuring the extent to which the objectives are attained. Alterna- 
tive solutions of programmes are designed, and each is characterized 
in terms of its costs and the benefits that would result from its 
implementation. By comparing costs and benefits, the decision-maker 
can choose from among the alternatives and proceed with implementation 
and evaluation. If problems are highly complex, teams of experts will 
work through these steps together, assisted by a computer if that is 
needed. 


What must not be missed in this whirl of technological elegance is that, 
while this analytical process facilitates decision-making, decisions 
must still be made. Indeed, by systematizing the process, some choices 
are laid bare that may not otherwise be seen: 


Deciding which problems should be given priority is the first 
step toward serving some people in the population rather than 
others, presumably those who are in greatest need and can bene- 
Fit from a particular health care programme. 


Setting the objectives of programmes directed toward a parti- 
cular problem involves asking the question, "Of all those 
affected by this problem, who should be included in the target 
group and what can be done for them?" 


For each problem alternative solutions or-programmes are 
developed and a choice is made from among them by comparing 
the costs and benefits associated with each, but on what 
scale of values are ‘'cost' and 'benefit' defined? 


Economists usually define cost in terms of monetary investment and bene- 
Fit in terms of returns on the investment. Thus cost in health pro- 
grammes would involve personnel, equipment, medications, and supplies 
(including the costs of producing them), most of which can be converted 
to monetary terms. Benefit, or 'pay-off', would be the return of the 
investment, measured perhaps in terms of decreased death rate, which 

can be expressed in terms of increased labour productivity. For the 
economist, the ultimate measure of investment in health might be the 
extent to which the investment adds to the nation's GNP. 


But there are many examples of health legislation that do not follow 
these guidelines. The most recent legislation in the United States 
has been to provide health care for the old, the poor, and mothers and 
children. In the economist's terms, the most favourable cost-benefit 
relationships would come from health programmes directed toward the 
non-poor, working-age population. Clearly the law-makers in the U.S. 
were not using the economist's definition of 'benefit'. 


What criteria should be used? What is the theological equivalent of 
'benefit' in the cost-benefit equation of health care? Increase in 
labour productivity? Decrease in misery? An intact family? Would 
it have more to do with the quality of life than with the length of 
it? Whose life? 


Statistical Morality 


For some who are accustomed to thinking of health needs in terms of 
individual patients cared for in a hospital setting by physicians and 
nurses, with the devotion, gratitude, and human intimacy that implies, 
this discussion of the quantitative needs of people, which can often 

be expressed only in statistical terms, may seem arid and dehumanized. 
The point is, of course, that our exclusive interest in medical care 
for individuals often results in the neglect of many times that number. 
Perhaps we need what Warren Weaver spoke of as statistical compassion. 
What is the theological equivalent of statistical compassion? 


The technology of health care is entering an era in which diverse talents 
and creativity are focusing on the problems of providing health care for 
large numbers of people on limited resources. Is it possible to match 
these developments with moral and theological concepts that will give the 
decision-maker of tomorrow a system of human values to fit into his tech- 
nological methodology? 


A number of governments are concerned about these issues because they rec- 
ognize their formal responsibility for the health care of all their people, 
but the actions of governments are limited by political, historical and 
administrative constraints. Churches, on the other hand, have not gener- 
ally accepted formal responsibility for the health care of defined popu- 
lations and have therefore avoided some of the difficult moral questions 
discussed here. But churches have the potential of wisdom, human concern, 
commitment and flexibility to develop a social morality of health care. 
Will they do so? 


JENKINS: THEOLOGICAL COMMENTS ON THE ISSUES RAISED BY JOHN BRYANT 


Dr Bryant's paper seems to me to be a practically perfect example of the 
sort of challenge which theology needs to face. if it is to regain its 
proper relevance and effectiveness. The paper is factually located 

(i.e. distilled from the practical questions arising out of the expe- 
rience of particular problems in actually experienced situations) and 
pointedly organized so as to raise very clear questions. The under- 
lying situation which is made explicit throughout the paper seems to be 
the awareness that the routines of my discipline and its tradition (in 
this case the medical) are not enough. I am faced inevitably with wider 
questions than this routine and tradition answer. These questions face 
me when I attempt seriously to live as a man and for men. Thus I dis- 
cover that individual compassion is not enough, and I have to ask myself, 
“What of statistical compassion?" Developments in my discipline, in my 
environment, and in the general understanding and experience of the human 
situation thus face us with such questions as that of Dr Bryant's, "Is it 
possible to match these developments with moral and theological concepts 
that will give the decision-maker of tomorrow a system of human values 

to fit into his technological methodology?". 


Dr Bryant discusses his situation and poses his problem from a medical 
point of view, but the first thing to be clear about is that the situa- 
tion which he describes is generally true. We are all moved out of our 
familiar surroundings. As the chairman has said, the truth is that no 


one is competent in the area with which the Commission has to deal. 

This is because we are all being taken into new and unknown country 

-- which leads me to my first theological comment. This situation of 
not knowing where we are and of having to face hitherto unexperienced 
questions and challenges is the normal condition of the people of God. 
We are a wayfaring people. We must not be afraid of the fact that prob- 
lems do not have solutions but simply resolutions into the next set of 
problems. We are engaged on a journey, we are involved in a process, 
and we need to be absolutely clear both about this and about the great 
anxiety which this basic feature of our living so often causes. There 
is the anxiety of those who do not want to move at all, there is the 
anxiety of those who do not Know how to move, and there is the frustra- 
tion of those who are prevented from moving by these anxieties of others. 
In actual practice we probably all embody all these anxieties and frus- 
trations in differing degrees. The first point therefore is to be clear 
about this situation and that it is a normal one, reflected in the bib- 
lical understanding of the people of God, so that we do not need to be 
anxious about our anxieties, frightened by our fears, or stultified by 
our frustrations. 


We have therefore to ask ourselves whether we can get any sense of the 
direction of the journey and what resources we may have for this jour- 
ney. It must be stressed that this is an essentially practical problem 
which leads us to moral and theological issues. What help can we get 
From theology? Our answer to this question will depend on our under- 
standing of theology and of the proper way of 'doing theology'. By 
theology I mean the practice of drawing on our understanding of God 

for our living, deciding, and hoping. Theology, as I understand it, 
does not work a priori but it works in response to situations. In my 
view, although this may upset Dr Bryant, his paper is a profoundly 
theological one because it presents the shape of a particular human 
situation and reflects this situation in a way which raises pointed 
questions about our understanding of ourselves in relation to one an- 
other, in relation to the world, and in relation to God, supposing 

that He exists. This reflects what I believe to be the biblical pic- 
ture of the way the wayfaring people of God do their theology, i.e. 
receive and make use of their understanding of God. God is to be found 
where the action is, where the questions arise. The knowledge of God 
comes about through facing the realities of the situation and the chal- 
lenges of the questions. Thus my second theological point is that on 
our journey as the wayfaring people of God theology is concerned with 
drawing on our understanding of God in relation to situations. Here 

it seems appropriate to comment on the phrase in Dr Bryant's paper 

about "the technology of problem-solving". As I understand it, tech- 
nology is to do with problem-solving, but theology is to do with liv- 
ing with problems. Hence there cannot be a simple positive answer to 
the question of Dr Bryant, which I have already quoted, about matching 
theological answers to problems raised by technology. Theology, I 
believe, is concerned with 'the practice of transcendence in the midst’. 
That is to say, theology is always pointing us to the claimed fact that 
the only final fulfilment of man is to be found in God and that there- 
fore we must aiways be living towards an infinitude of God. Theology, if 
its basic faith and insight is true to itself, understands in a particular 
way what all perceptive human beings have understood, which is that no 
solution to our various problems is or can be human enough. If I may re- 
lapse into simple statements of faith, only God is a sufficient context 
for human beings, only God holds things together, only God brings in the 


Kingdom. The practical effect of this is that we are always living with 
problems and on our way to the End which we do not yet enjoy or attain. 
Here we come up against the third main point which I consider Dr Bryant's 
paper obliges us as a Commission to face. Do we clearly and firmly accept 
the sort of thing reflected in what I have called the 'simple statements 
of faith' made at the end of the last paragraph? Do we believe as a 
basis for our approach that God in Christ has put us on to something 

true and vital, something which is essential with regard to human living? 
This is the question of the differentia which has kept coming up in our 
discussion. What are the distinctive things which make the difference 
between our being a Christian Medical Commission and any other sort of 
medical commission? The answer, as I understand it, lies in the area of 
our understanding and faith that God in Christ puts us on to something 
essential for the life of men. If we do not firmly and clearly believe 
this, we should operate elsewhere. We have to be able to understand our- 
selves in a manner different from those who may still hold the view that 
the Christian Church has sufficient command of resources to be made use 
of at the present time, but that it is simply to be exploited until its 
obsolescence causes its final disappearance. We do not have to refuse to 
work with people who simply want our resources but reject our faith (e.g. 
in setting up local health services), for I do not think that followers 
of Jesus Christ can insist on better terms than He did for working with 
and for men. Jesus cares for men solely on the basis of His love and 
makes no condition. Similarly, our work of caring and serving has to 

go ahead without our making conditions, but we must not lose sight of 

our 'differentia' as Christians. We have to be clear about what is given 
to us in faith and about the challenge both to and of that faith. There- 
fore I said that Dr Bryant's paper reminds us of the answer which we must 
Qive to the question, "Why Christian Medical Commission?",. 


My brief answer to this question is, "Because God in Christ puts us on to 
something vital concerning the life of man". 


But this brings us to our next question which is, "What is this 'some- 
thing'?" Here we come back to my first and second points. We have to 
Find out what this something is as we live in the process and face our 
questions. It is a mistake to suppose that we can know what the some- 
thing is and then face the questions. What we have to do is to live in 
the situations and with the questions, and to do this by drawing on the 
Christian resources, the Bible, the Church, the communities of Christians, 
the life of prayer and worship, and so on. As we seek to do this, we may 
discover such things as the following for example: In his paper Dr Bryant 
writes, "Only when he has accepted responsibility for all can he analyze 
their needs, decide who is most in need, and whom he can serve effective- 
ly". The point about responsibility is clearly, rightly raised. I think 
however that the Christian resources would question the way in which, and 
the context within which, it is raised. The Christian understanding and 
experience of men and their situations would seem to be saying to us that 
while we are to be aware of responsibilities to all, we are not respon- 
sible for all. The only way in which this total and unlimited responsi- 
bility is to be accepted, or can be accepted, is in and through God. 

This is very important from the practical point of view because, for 
example, of the danger of omnipotent phantasies and their reverse, sheer 
despair, in people who have professional responsibilities for caring for 
people. Professionals are liable to feel that unless they deal with 
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problems the problems will not be dealt with. This is not only a prac- 
tically impossible deduction, but it also distorts the way in which 
problems get looked at. I think that here we are on the verge of great 
theological depth. The Cross shows us that only God is capable of 

fully accepting responsibility for all. Our responsibility is to all, 
but it is not in the same sense for all. It is under God. Otherwise, 
our responsibility cannot be put into a practical perspective, into a 
truly spiritual perspective, the sort of perspective which enables us 

to cope with our human responsibility and to remain open. Without the 
"under God' sooner or later we will define our responsibility in a parti- 
cular way and therefore make our responsibility less than human, because 
a total responsibility needs always to be an open responsibility and not 
a defined one. Thus we need resources to live uncomfortably, but not 
despairingly, with our responsibilities and to be set free for making 
particular definitions and decisions for practical purposes within this 
open responsibility. 


Another area, going on from this one of responsibility, with regard to 
which we may consider the effect of making use of Christian resources, 
is the one touched on by Dr Bryant when he asks: "Are these questions 
answerable?". I think that the theological understanding that I am sug- 
gesting shows that in a sense many of the questions will not be answer- 
able, but that none the less we must raise them. There is a clear risk 
and a clear cost involved here, but we are facing extensions of our re- 
sponsibility required of us as human beings under God, and we need to 

be sustained under God in facing this cost. This is bringing us closer 
to what the Cross both involves and makes possible. The other example 
can be taken from the very suggestive discussion on page seven which in- 
cludes the phrase "statistical compassion". We are asked, "What is the 
theological equivalent of statistical compassion?". I believe that there 
is only the love of God which cares for everybody and can cope with the 
numbers involved. But this caring is precisely not statistical but a 
caring for persons, for individuals. Hence we are liable to find our- 
selves caught in a tension between individual compassion and 'statisti- 
cal compassion'. The very phrase is a useful formula, because it is 
really a contradiction in terms and thus shows us our problems with 
which we have to live. Further, in facing this and all our problems, 

we have to go on to facing the problem and reality of evil. To be real- 
istic one has to face the fact that no amount of compassion -- statisti- 
cal or other -- will stop us dying, nor in present conditions will it 
stop immense numbers of people dying in conditions which acutely deny 
their humanity. Moreover, it is no good our pretending that any tech- 
nological scheme will work as we suppose it would, or produce only the 
effects we suppose it should. I draw attention to these points not for 
pessimistic reasons but for realistic and optimistic ones. We have to 
Face the fact that any scheme will not have strict limitations but will 
sometimes have disastrous ones and that there are disasters which no 
scheme can avoid. But in the light of the Cross and of the Resurrection 
we know that we have no grounds for giving up hope. Clearly, there is 
very much more to be said and argued here, but I would just draw the 
general conclusion that the theological and indeed the Christian activity 
is precisely to raise and face this type of question for the sake of 
being human. 


But we must proceed to the next and practically most important point. 
This talk of raising and facing questions is all very well, but none 
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the less we all have to decide what to do. So what shall I do? Here 

I think that we have to be clear that for each one of us in our respec- 
tive situations the agony of the decision is our own. We cannot be 

freed from this, and we have to understand that this agony and uncer- 
tainty and faultiness of taking decisions is one of the ways in which 

we share in the life and the suffering of Christ. Nobody other than 

the person in the situation can decide, but we must still ask what help 
can we give and receive in this situation. For example, what about the 
question of priorities|raised by Dr Bryant? Clearly, this needs discus- 
sion at length, but one suggestion which it occurs to me to make is that 
we must consider the significance of the poor. I think that biblically 
the poor are very significant in throwing into relief those features of 
society on which the judgement of God falls (compare for example the 
prophetic denunciations of the treatment of the poor in e.g. Amos and 
consider also the significance of the humble and hidden faithfulness of 
the poor which lies behind the reference to the poor in the Beatitudes). 
Thus I would suggest that we need to recognize 'the poor' and see how 
they can alert us to our priorities, if we are to respond in a Christian 
way to the needs of our societies. For example, in this matter of health 
care it would seem to me that theologically speaking a vital criterion 
could be obtained by asking in this field, "Who are those who are not 
cared for and to whose care no prestige is attached?". These are not 
necessarily the poor in any simple economic sense, but rather the ne- 
glected, the ignored, the unimportant, the rejected, the outcasts and 
drop-outs of society at all levels. The fact that any society produces 
them is itself a judgement upon that society and its priorities, and our 
priority is to get these priorities changed. I think we have to be clear 
that the Christian calling is to stand in society by standing out against 
the distortions, neglects and ignorances of that society. This will mean 
that in our actual decision-taking we always find ourselves in tension. 
Our temptation is to attempt to free ourselves from this tension and thus 
fail to do our Christian job. We can stop raising questions about the 
tasks society sets us, pretend that we are practical men and get on with 
our job, but that is to acquiesce in the dehumanizing aspect of our soci- 
ety. The other way is to say that we are faced with questions which are 
too difficult, and so we must get out of the job we are in. But that is 
just to run away from our Christian opportunity. We have therefore to 
stay in, often be uncomfortable, often cause discomfort. For instance, 
we have to be clear ourselves and make it clear to others that no amount 
of health care will stop people from dying either now or then. There- 
fore, our decisions have to be made about how we help people to be human 
in the light of (1) their need for health care, and (2) the need to treat 
them as human beings who live and die. Something has to be brought to 
them here and now, whether or not we can change their over-all condition. 
There is need to remove malnutrition and to face the problem of caring 
for undernourished people who will die. No amount of development will 
give people human life and will only help them on the way. 


I think,incidentally, that this criterion of the 'poor' should directly 
help us about our Christian priorities with regard to the setting up of 

a comprehensive health care service. Where there is a pioneering need 

to do this, because nobody else will give attention to it, then it is a 
Christian calling. Where other people are already doing it, then it is 
not specifically a Christian calling. There may be, of course, reasons 
why a particular institution should co-operate in it. But our particular 
concern is to care for those who are not cared for. 
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Then I should say that a second criterion develops from the criterion 

of the question of the poor. This is the need to question that which 

is taken for granted. For example, how far is the use of medical man- 
power and resources in fact directed by a traditional prestige which 

has been built up? The important thing is to have more and more equip- 
ment and to be able to do more and more interesting and complicated 
operations, for example. Who is going to bear the burden of constantly 
challenging this sort of thing and to go against the grain of his pro- 
fession? This is a very important part of the calling to follow the 
suffering Christ and to challenge and correct priorities. Further, 
there is a need to question assumptions about the very idea of health, 
especially the notion that you can deliver or impose health. Who are 

we to take decisions about health and especially to impose our notions 
of health? God is the Giver of health and salvation, and not me, and 

it is the good purpose of God to sum up all things in Christ. This 
means, I think, to enable Africans to be as African as they possibly 

can be, Chinese as Chinese as they can be, and to set us 'whites' free 
to be what we can be and then to discover what richness comes out of 

it all. We must therefore be very careful about imposing our idea of 
health on somebody else. We are always in grave danger of serving our- 
selves and our image of ourselves rather than those we claim to serve. 
Health is something to do with the wholeness of all men and cannot be 
imposed from above or from outside. We are not concerned to produce 
health but to enable health so that the Giver of health may give it. 

It is in this light that we should always be ready, for example, to 
question any taken-for-granted policy about setting up hospitals without 
taking into account the real needs of the area to be served. We have to 
be clear that this sort of service and questioning with regard to priori- 
ties is liable either to provoke explosive situations or else to lead us 
in frustrated situations; but this is all part of our calling. 


I would summarize my points as follows: 


(1) We are in a wayfaring situation, and this is normal for the 
people of God. 


(2) Theology does not provide answers but enables us to face ques- 
tions, to choose questions and put them in perspective. 


(3) We have to pay particular attention to the differentia of 
faith in God through Christ. 


(4) We can thus draw on the Christian resources which enable us to 
face responsibility in and for the processes of change under God. 


(5) The poor can provide us with one important and decisive cri- 
terion concerning priorities. 


(6) We must challenge prestige and what is taken for granted, and 
we must not imagine that we can offer health, only enable it. 


I wish to finisn my remarks by suggesting a possible working model for 
understanding the activities of the Christian Medical Commission which 
seems to me consistent with the points outlined above. I have summarized 
this suggestion in the attached diagram which is meant to exemplify work- 
ing from particular situations and doing theology within and out of those 
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situations. The situation of the CMC is that its primary activities 
have to do with those working in church-related institutions in the 
Field of health or in relation to concerns for health. But any such 
working raises questions both on the side of health and society in 
general and with regard to the life of the Church in general. We are 
thus bound up in what may be called a circuit of ideas, decisions and 
practices which interrelate health and church institutions and activi- 
ties and questions concerning our understanding of and working for the 
healthy man. Since these questions can become so vast and all-embracing, 
it is very necessary to be clear that the Commission must concentrate in 
what I have called area one and work here in awareness of and with a con- 
cern for problems and practices in areas two and three. I believe the 
theological call is always to work with the activities into which one 
has been called in awareness of the wider area which you therefore must 
face. One cannot, however, wait for clarification of questions in the 
wider areas or changes of practice in those areas before taking decision 
in one's area of primary concern. All one can do is to attempt to pro- 
mote a creative feed-back between the various areas. This is why I have 
linked the various areas on the diagram with labelled lines and arrows 
pointing in both directions. The situation is thus complex, but the 
point of attempting to map some of its complexity is to set us free to 
work within it. 


A proper understanding of theology should certainly give us the freedom 
we need. We should be aware that in actual decision probability must 
remain the guide of life and that our faith gives us the encouragement 
to obey Luther's command Pecca fortiter (sin boldly) which reminds us, 

I believe, that we are always free to act, although we know that our 
acts will be at least imperfect and often truly sinful. None the less, 
it is in our acts that we seek to respond to God and put ourselves in 
the position to be used and corrected by God. Our understanding is that 
it is God who ultimately holds things together and brings them to some 
worth-while issue, and not ourselves. Above all, we must expect real 
newness and so attempt to live and to act in the direction of that new- 
ness. All our challenges concerning the poor, priorities and prestige 
will be challenges concerned with this, and as we are seeking to serve 
and live as Christians, we shall find that these challenges must develop 
three different aspects. There is the challenge of and to compassion. 
(Need always requires to be responded to). But there is also the chal- 
lenge of and to prophecy. (The structures which produce need and the 
assumptions about meeting need often have to be spoken against in the 
light of our understanding of man offered to us through Jesus Christ.) 
And there will be finally the challenge of and to conversion. (It is 
not necessary simply for men to be 'healed' or '‘'restored' or 'developed' 
in order to be fulfilled and fulfilling; we all require to be radically 
changed. ) 


In regard to the work of a body like the Christian Medical Commission 
we need to remember that a representative group must be non-represen- 
tative of the body it serves if it is to be of real service in helping 
them to face and respond to change. However, it must not become so un- 
representative as to get completely out of touch with the body it is 
supposed to serve. Secondly, we must be clear that a fully common and 
agreed ground for working among a diversity of men, of groups, and of 
individuals exists only in the grave or in heaven. We therefore have 
to trust one another enough to move in probable directions and to take 
risks which seem to us worth-while, and thus grow together. We cannot 


15 


wait for agreement before we act. We must discover a common life in 
acting. Certainly, failures and frustration are inevitable. It is 
always better to do something and thus to get things on the move and 
so create the necessity to respond to change. 


Our Christian theology, that is our Christian understanding of God, 
demands that we take situation-centred decisions, that we then reflect 
upon them and that from this reflection we draw repentance. This re- 
pentance will be a practical repentance (new thinking about what we 
should do), personal repentance (new thinking about ourselves), and 
statistical repentance (new approaches to structures and mass decisions). 
In the light of all this we shall return to situation-centred decisions 
and to a new round of action, reflection, and repentance. What we do 
know is that there is always hope because the resurrection of Jesus 
Christ following on the Cross of Jesus Christ shows that in our living 
‘if only' has been defeated. It is not the case that we could serve 

God and man if only things were different, and if only we took better 
informed decisions. We can serve God and man where we are and as we are. 


THE CONTINUING DEBATE 


BRYANT: Traditional approaches to health care leave many people with no 
care at all or with care that does not meet their needs. New systems of 
health care are being designed to correct these inadequacies, but as 
technology is stretched to serve human needs, it becomes clear that human 
values must be brought into the technological framework. We are not 
practised in fusing technology and judgements on human values; indeed, 
we are often made uncomfortable by the need to do so. The first re- 
action of many health professionals when asked the central question of 
this dialogue -- If all cannot be served, who should be served? -- is 

to draw back and close the door. If we cannot learn to handle this fu- 
sion in ways that are sensible for technology and humane for men, we 
risk the continuation of a trend in which human values are lost from 
sight and technology, rather than serving the needs of men, serves it- 
self. 


Traditional approaches to theology, on the other hand, often fail to 
guide men faced with such difficult questions. The distance between 
theological pronouncements and the problems at hand are often too great 
for ordinary men to bridge, and most of us are ordinary men. The chal- 
lenge to theology is to meet us where we are, in the hot, dusty, sweaty 
world. David Jenkins is answering that challenge in the belief that 
theology does not work a priori but in response to situations. 


So the stage was set and lighted for this dialogue. We began by de- 
scribing a specific set of problems faced by men whose work is to serve 
other men. This set of real world problems tests the thesis that if 
theology is to be useful to troubled men, it must do more than give 
them comfort and courage -- it must help them to make decisions about 
their troubles. Indeed, the central issue of this dialogue, from my 
point of view, is, to what extent can theology help us make decisions 
about worldly problems? 
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The Problems 


A young physician arrives at his first assignment to a rural district 
of a less developed country. This district contains 70,000 people. 

He is the only doctor. The hospital has 70 beds -- some beds hold 

two patients, and other patients are on the floor between the beds. 

The out-patient clinic is choked with patients. His health team 
includes one nurse and a variety of paramedical and auxiliary per- 
sonnel. Four health centres are scattered through the district, each 
serving 10,000 to 20,000 people and staffed with auxiliaries who handle 
the problems that are within their competence and ask for help from 

the doctor and nurse for the more complex problems. 


Of the patients who come for care, some are in desperate need, such as 
women in obstructed labour and men with cerebral malaria, but most have 
minor problems, such as the common cold. Many of the district's people 
do not come at all. Why? A man may have tuberculosis but not know it. 
A child's intellectual potential may be eroding from malnutrition, but 
the mother may not be aware of it. Or they may know of their sickness 
but choose not to seek help because it is too far, or the wait is too 
long, or the cost is too high, or the manner of the health personnel is 
offensive. Or they may sense through untaught intuition that the care 
they receive does not answer the problems they have. 


The Questions 


Confronting the physician is a question that leads us into the substance 
of our enquiry: For whom am I responsible? (Or, as David Jenkins sug- 
gests provocatively: To whom am I responsible?) We are brought to appre- 
ciate the importance of defining the population for whom (or to whom) the 
physician and his health team are responsible. If they establish their 
major objective as improving the health of all the people in the district, 
it is immediately clear that those who do not come for care 'count' in 
calculations of health improvement as much as those who do come. 


Having accepted responsibility for all, the physician is then confronted 
with the disturbing realization that he cannot actually provide care for 
all -- the problems are too numerous, the resources too limited. He 
must decide therefore who within the population should be served. In 
deciding who should be served, he is at the same time deciding who would 
be deprived. 


How should these decisions be made? Currently, with rare exceptions, 
they are not made. Traditions of medical care determine that those who 
come to health facilities and those who live nearby are served, and 
those who do not are neglected. What help does the young physician 
have in this situation? It is unlikely that his education will have 
prepared him for making these decisions, indeed, he may have been 
steered away from recognizing that the decisions are there to be made. 
He may have been taught preventive concepts and participated ina 
community-based health care programme, such as family planning or 
child care. While these are important approaches, they are usually 
limited in scope and aimed at small groups of people, and it is highly 
unlikely that he would have learned to struggle with the larger ques- 
tions before us because the medical profession itself has struggled 
with them so little. 
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National health planners, systems analysts, and economists have tech- 
niques that help us toward the decisions under consideration here. 

In the end, however, their analytical techniques lead to the necessity 
of choosing from among alternative possibilities, and however the alter- 
natives are described -- in terms of cost and benefit, or as part of a 
computer-based model -- the choice from among them must be made.. The 
critical step is to select the criteria of choice. Here is the inter- 
face between technology and value systems. 


When experts are asked which criteria they would use, they often sug- 
gest the criteria closest to their own discipline. Thus, faced with 

the necessity of choosing those to be served, the economist is likely 
to suggest criteria that favour those who can contribute most to the 

GNP. The health planner might go along with the economist or suggest 
criteria aimed at reducing mortality and morbidity. 


The UNICEF administrator would support programmes directed toward 
children and their mothers. Which criteria should the young physi- 
cian use? How can human values be taken into account in making such 
decisions? 


In the end we asked: Is it possible to match the new developments 
in the technology of health with moral and theological concepts that 
will give the decision-maker of tomorrow a system of human values to 
Fit into his technological methodology? 


The Theological Response 


David Jenkins identified the basic problem as being that of a man faced 
with questions for which the routines and traditions of his discipline 
do not provide answers. He went on to say that this is generally true, 
that we are all moved out of our familiar surroundings. The situation 
of not knowing where we are and of having to face hitherto unexperienced 
questions and challenges is the normal condition of the people of God. 
We are a wayfaring people. We are engaged on a journey, we are involved 
in a process, and we need to be absolutely clear both about this and 
about the great anxiety which this basic feature of our living is so 
often causing. 


He then observed that a major role of theology is to help us live with 
these anxieties. Whereas technology is to do with problem-solving, 
theology is to do with living with problems. Theology does not pro- 
vide answers but enables us to face questions, to choose questions, 
and to put them in perspective. But for each of us the agony of deci- 
sion is our own. We cannot be free from this, and we have to under- 
stand that this agony and uncertainty and faultiness of taking deci- 
sions is one of the ways in which we share in the life and suffering 
of Christ. 


These and other comments made by David Jenkins are filled with insight 
and, for me, inspiration. Now let us go on to ask how this theological 
perspective helps us in our real world situation of a man having to 
make decisions about the lives of other men. 


David's observations that we are a wayfaring people, that we are all 
moved out of our familiar surroundings, could give us the comfort of 
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knowing that we have company in facing questions that seem at times to 
be unanswerable. But I am sure he would be the first to object if 
comfort became complacency and the questions were left unanswered. 
Indeed, his remarks encourage us to probe further -- "Theology does 
not provide answers but enables us to face questions, to choose ques- 
tions and put them in perspective". 


So I returned to David Jenkins with my still unanswered questions, and 
we talked for many hours. The pages that follow grew from those hours 
together. 


Life's Decisive Questions 


We continued with the central question: When all cannot be served, how 
should it be decided whom to serve? 


These questions deal with the lives of people, and it must be asked: 
Of what value are those lives we are deciding about? What is human 
life for? (Isn't it odd. We spend our lives watching the ebb and 
Flow of the lives of others, spend it so busily that we fail for long 
periods to ask the most obvious and the most important questions. It 
may be our human frailty to avoid questioning the obvious unless there 
is a visible chance of answering.) What are the decisive questions to 
be asked about human life? 


Is life to avoid death? Is life to work hard and contribute to the GNP? 
Is life to live long with minimum morbidity? Is life to enjoy increas- 
ing amounts of material wealth? 


Perhaps the most decisive question to ask about life would be: What is 
the meaning of life? If life had a particular meaning, what would that 
mean? Would any answer satisfy you? Perhaps not. Indeed, the un- 
answerability of that question is, in one sense, an answer. 


Some may think it ultimate audacity to proceed with this line of en- 
quiry, but since we do not consider it audacious to make decisions 

or default in making decisions about saving or neglecting the lives 
of people, we must not consider it audacious to think about the mean- 
ing of those lives. 


David and I searched for words that expressed, for us, some sort of 
meaning for life. We settled on: 


belonging 

caring 

counting 

sharing 

becoming ... being on the way. 


We invite you to add to or detract from this list. The words have three 
characteristics. First, they reflect the point of view of a person and, 
at the same time, involve that person with other persons. Second, each 
word describes an active process. Third, each word connotes uncertainty: 
Belonging to whom? Caring for whom? Counting with whom or for what? 
Sharing what or with whom? Counting with whom or for what? Sharing 
what or with whom? Becoming what? Being on the way to what? 


1S 


Thus the list of words suggests that important life values are associated 
with things personal, not in isolation, but as part of a family or com- 
munity; they are active’ and process-oriented rather than static; and they 
are bathed in uncertainty. 


The uncertainty may be the most troublesome and the most important aspect 
of these thoughts. Where there is uncertainty, there may be anxiety, but 
there is also hope. Perhaps the central theme of our changing world is 
reflected in the interplay of uncertainty and hope. But our list of 
words does not suggest that important life values are to be found by in- 
dividuals acting as a passive audience to a world in which uncertainty 
and change are in the hands of either whimsical or deterministic forces. 
Rather, it suggests that man finds a meaningful life by participating in 
the process of moulding the uncertainty and shaping the direction and 
rate of change. His becoming, his being on the way, is to some extent 

in his own hands, and to that extent the degree of uncertainty and the 
magnitude of hope are subject to understanding. 


> Now let us stop for a moment and ask where this enquiry is taking us. 
Is it helping to answer our problem question? I think it is, but be- 
Fore describing how, let us be clear about what we are doing and why. 


We asked specific questions about the health care of large numbers of 
people on limited resources. Then we observed that resources are usual- 
ly so severely limited relative to numbers of people and problems that 
some must be neglected while others are served. The pressing question 
became: When not all can be served, how should it be decided who should 
be served? The question deals ultimately with life values. Consequent- 
ly, we are searching for ways to describe life values and meanings and 
have suggested some words that strike us as being descriptive of these 
values and meanings. Having this description, however limited it may be, 
we will return to our test question and see if we are helped to answer 
it. 


Making Decisions About Health Problems 


We are asking if these values can help us to make decisions on whom to 

>) serve when resources are limited; we must therefore enter the process 
in which those decisions are made and see if these values influence the 
ways in which we make them. An example of that process is the setting 
of priorities in health care. Let us consider two methods for setting 
priorities, one dealing primarily with priorities among health problems, 
the other with priorities among population groups. 


page. Four criteria are used: prevalence, which refers to the frequency 
with which the problem occurs; seriousness, that is the destructiveness 

of the problem for individuals and society; community concern, which in- 
cludes the knowledge, attitudes and feelings of urgency about a problem; 
and vulnerability to management, which takes into account the availability 
of methods for managing the problem as well as the costs and effectiveness 
of applying them. 


In the absence of numerical data, these criteria are weighted intuitively, 
using a scale of + to ++++. A score for each health problem is developed 
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by multiplying the individual weightings. This simple method for setting 
priorities is used by our medical and nursing students as they work in 
rural Thailand.1 / 


Notice that the method is oriented toward health problems rather than 
population groups. Particular groups are implicitly involved in some 
instances -- malnutrition is largely a problem of small children, and 
pregnancy involves only women, but otherwise the method does not take 
into account special population groups. It does not, for example, lend 
itself to criteria that might be suggested by the development economist, 
such as that health care priority be given to males between 15 and 50 
because of the contribution of their labour to the GNP. 


Choosing Target Populations. Setting priorities among health problems 
has two limitations in helping us decide whom to serve when all cannot 
be served. First, as noted above, it does not take into account spe- 
cial population groups; second, even when one wants to aim at a specific 
disease, resources may be inadequate to care for all who have that dis- 


Case. 


Malnutrition may be given high priority, but if two thirds of pre-school 
children are malnourished, resources might be adequate to care only for 
those who are most malnourished. 


Death and disability due to complications of pregnancy and childbirth is 
a serious problem throughout the developing world. If resources will 
allow only 25 per cent of pregnant women to receive care, which 25 per 
cent should it be? Currently, it is usually those who come to health 
facilities, whereas the argument can be made that it should be the 25 per 
cent who are most threatened by pregnancy and childbirth. 


The concept emerges of a system for searching through the population for 
those most in need, i.e. those already afflicted or those most threatened 
(the 'high risk' group) by priority problems, and bringing limited resources 
to bear on their problems.2 The system could be directed toward a parti- 
cular problem, i.e. the women most threatened or at highest risk due to 
pregnancy, or toward special population groups, such as afflicted or high- 
risk individuals among the children, labourers, village leaders, or the 
poor, depending on the criteria chosen. 


la limitation of this approach is the lack of quantitation, as would be 
supplied by true prevalence figures and cost-benefit data. Advantages 

are that such data are often not available and, further, that this approach 
requires intuitive evaluation of criteria that might not otherwise be ex- 
amined on the assumption that they were adequately expressed by the data 
provided. 


2mMethods for detecting target individuals must be simple enough and in- 
expensive enough to fit into the existing health care resources. Auxi- 
liary midwives, for example, can apply simple criteria for identifying 
malnourished children and women who are high risk with regard to pregnancy. 
David Morley has discussed a similar approach in his brilliantly simple 
article, "The Role of the Midwife in Providing Child Care", WHO unpub. doc. 
(MCH/Midwife/10.65, Geneva, Oct. 1965). 
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Where Do Life Values Come In? 


These techniques offer a framework for choosing whom to serve when all 
cannot be served, and some criteria of choice are included. But are 
those the criteria we want? We should not mistake the method for the 
value system. How do human values fit into this technological frame- 
work? Let us consider how the list of words relating to life values, 
introduced earlier, relates to these methods. 


Belonging to a family and a community, caring for them, counting for 
something with them, sharing with them in becoming, in being on the 
way -- as expressions of things that are meaningful in life -- suggest 
that a special value might be placed on the nuclear family, i.e. the 
mother, father, and their children, and on the community and the com- 
munity structures that protect and support the family. It is in that 
family and community setting that these words have the most meaning.4 


The critical importance of the well-being, even existence, of mothers 
and fathers to the raising of children, to use that as an illustration, 
suggests that those diseases that threaten parents of small children 
might be given high priority. (Here we are reminded of the dismal news 
that one of the most serious social, economic and health problems of 
New York City is that 60 per cent of Harlem children live in fatherless 
families. Apart from socio-economic and health implications, the costs 
of this fatherlessness in terms of human values is incalculable.) 


'Becoming' also finds powerful expression in individual potential -- a 
child born into the world, ‘on the way' to something. While family and 
community strongly influence what he will become, his own potential for 
development is also crucial. Crippling diseases, such as trachoma (lead- 
ing to blindness), leprosy, and malnutrition, can destroy or seriously 
compromise the potential of the individual for 'becoming'. 


Thus if the nuclear family, the community, and the development potential 
of the individual have special life values, it follows that priority- 
setting should take into account health problems that threaten these 
values. 


While these ideas may be neither new nor startling, they appeared to me 
in a new light. Perhaps I had been too close to the technical criteria 
of my own discipline. Whatever the reason, I saw them as important and 
turned to see if they could be incorporated into the technical system. 


Working first with the method for setting priorities among health problems, 
I experimented with changing the meaning of the four criteria so as to in- 
clude these new concerns and was surprised to find that both 'seriousness' 
and 'vulnerability to management' took on added meanings: Seriousness, in 
the sense of the extent to which health problems threatened the nuclear 
Family, the community, and individual development potentials; vulnerability, 
in the sense that contending health programmes are judged in terms of costs 


3These ideas would have to be modified somewhat but could still apply to 
societies in which the concepts of extended families and clan systems pre- 
vail. 
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and benefits, and 'benefit' takes on new meaning. Benefit might previous- 
ly have been defined in terms of economic return on investment or decrease 
in mortality or morbidity; now it could be redefined to include the integ- 
rity of the family and community and individual development potential. 


Another approach to fitting life values into the priority-setting chart 
that could be experimented with would be to add another column, a fifth 
criteria, with a title such as 'life values'. 

| 
Turning to the method used for identifying target population groups, the 
searching system could be tuned more closely to the nuclear family, to 
people in the community who are critically important to the social pro- 
cesses of that community, and to children in the age groups most suscep- 
tible to crippling diseases. 


Our purpose here, clearly, is not actually to set priorities or to choose 
a particular method for doing so, but to consider different ways of fit- 
ting human values into a technical system. Notice that in the examples 
used above these values took the form of alternative criteria to be con- 
Sidered when making decisions. The procedure for making the decisions 
was not changed. Now we can look at a different way of making some of 
these decisions. 


Who Should Choose? 


Most of us are uncomfortable in working with the issue of choosing whom 
to serve when all cannot be served. We recognize that we fallible human 
beings are asked to place a differential value on other human beings and 
do not feel technically or morally equipped to do so. It amounts to a 
revulsion against one set of persons who are distinguished only in terms 
of training, making nearly sacred judgements about other persons. 


Yet health care systems are designed and resources allocated as though 
such decisions had been made. If these decisions are to be made, who 
should make them? In a deeply human sense the only persons permitted 
to make the decisions would be the persons who themselves are to bene- 
Fit or be deprived as a result. Our earlier values of belonging, caring, 
counting, sharing, and becoming, take on a special meaning in the context 
of members of the community participating in decisions about health care. 


In considering the interaction of the health team and the community in 
making decisions about health matters, two issues should be understood. 
The first is a matter of ignorance, the second of dependence. 


First, the community has a limited, even distorted understanding of 
health matters, and the health team has a similarly limited and dis- 
torted view of the knowledge, aspirations, and capabilities of the com- 
munity. 


Second, the community and the health team are strongly dependent on 
one another -- the community because of its lack of technical skill 
and knowledge and the need for a focus of guidance toward sensible 
health care programmes; the health team because the answers to so many 
health programmes rest with the community, not only because of limited 
health care resources, but also because programmes such as those aimed 
at limiting the size and improving the spacing of families and ridding 
children of malnutrition, require community acceptance. 
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The Unending Cycle 


It would be misleading, however, to think of this interrelationship 
only in terms of working toward a single set of decisions. Health 
problems change. Resources change. Programmes require evaluation 
and change. We see the unending process of working rationally with 
problems. The steps of the problem-solving cycle, while they might 
not be so labelled by the community, include defining problems, set- 
ting priorities, choosing target populations, defining objectives, 
developing programmes, evaluating programmes, and cycling again as 
change is needed or as new problems appear. 


The community can be involved at every stage of this problem-solving 
process, as they are introduced to it, come to understand it, develop 
the capability for making decisions about it, participate in its appli- 
cation, observe the successes and failures of their decisions, and 
change it as they decide it needs to be changed. To that extent they 
are sharing in being on the way. 


The initial objective might be to involve the community in delibera- 
tions that would lead to a particular health care programme, but the 
greater objective would be to establish as an ongoing community pro- 
cess the problem-solving cycle, which might also be called the cycle 
of self-determination. The decisions made as a result of a community 
and health team turning through the cycle would be less important than 
the fact of their involvement in the cycle, less important than the 
community's deciding what it was becoming. 


David Jenkins said earlier that "technology is to do with problem- 
solving, but theology is to do with living with problems". I wonder 
if the two are not brought together in this concept of the community's 
using the problem-solving process as a way of living with its problems 
and for shaping its own destiny, at least to the extent that men have 
control over such matters. 


True Individuality 


Much has been made of the dichotomy of hospital-based programmes serv- 
ing individuals and out-of-hospital programmes serving communities. 
The former are criticized for spending too much on too few, the latter 
for neglecting the needs of individuals and losing the personal warmth 
(distinctive Christian quality?) inherent in the one-to-one relation- 
ships of healing. Doubtless, much has been lost through the mistaken 
narrowness of these views. There is the middle ground of comprehen- 
sive health care through which both individuals and communities can 

be taken into account as needs are balanced against resources. 


But a concept that is important to human values can be lost when we 
narrowly associate hospitals with the care of individuals, and commu- 
nity programmes with the care of population groups. Some of the most 
important needs of the individual can be met only in the setting of 
his family and community. Looking again at the words we chose to re- 
Flect special life values, there emerges the idea that man is best 
able to realize his own individuality, to be fulfilled as an indivi- 
dual, when he is involved with his family and his community in these 
processes of belonging, sharing, counting, caring, and becoming. 
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The Human Side Of Development 


Most discussions of national development begin with economics and, un- 
Fortunately, may end there. The usual expressions of national develop- 
ment include such parameters as per capita GNP, percentage of age 
groups in school, miles of telephone wires, and tons of newsprint. 

We have been considering some life values that rival these economic 
parameters in importance to men: They may also rival them as definers 
of development, that is, if we are willing to redefine development. 


Obviously, development is an enormously complicated subject, and now 
is not the time to go very far into those complexities. None the less, 
in the context of this discussion of human values, there is a place to 
consider a different way of looking at development, not necessarily as 
a replacement for existing concepts but as complementary to them and, 
perhaps, as a challenge to them. 


The first step is to turn away from the notion of absolute levels of 
development and think more in terms of processes, whatever the level. 
Then we need to recognize that important life values can be expressed 

in terms of sharing with others the process of being on the way ina 
direction chosen by those who are on the way. We can then define devel- 
opmentin an individual or community sense (and perhaps even in a nation- 
al sense) in terms of this process of being on the way, noting that this 
process can be, to some extent, independent of economic parameters of 
development. It matters less whether a man and his family earn $100 or 
$1000 per year, or whether he is literate or not, than that he and his 
family and community are involved in the process of being on the way. 

He can be developing in the richest sense -- in terms of human values -- 
as a rural farmer in one of the poorest nations of the world. 


Can Theology Help Us With Worldly Problems? 


Does this discussion help us with the problem of the young physician and 
the decisions he has to make? I think it does, and at several levels of 
the problem. 


Visualize this young man driving a Land Rover over a dirt tract in the 
back areas of his district. He has accepted responsibility for the en- 
tire population of that district and has turned from the endless stream 
of people who come to his hospital, leaving them for a time with other 
members of the health team, so that he can oversee the development of 
programmes in the district as a whole. 


In the beginning he and his health team may have sorted out the leading 
health problems, set priorities and chosen some target populations that 
could be managed within the slim resources available. In making the 
choices of whom to serve, he may have been helped to recognize the limi- 
tations of more purely technical criteria. Here, our concern for the 
value of life, born from a Christian concern and developed in a theolo- 
gical context, provides an example of an alternative set of values to be 
considered in making decisions about health care priorities. 


While this approach to setting priorities may have helped him to take in- 
to account a wider range of human values, the difficulty, in a purely 
human sense of one man choosing whom among other men to serve, has not 
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been lessened. Here, he may be helped to recognize that there is a class 
of decisions that should be shared with those who will be affected by 
them. 


Thus he turns to the community. As he shares decisions with them, he 
sees the long and complex process of their finding their way to effec- 
tive participation. But he is also helped to see that, apart from the 
health problems at hand, participation is an important part of the pro- 
cess whereby individuals, families, and communities rise in their capa- 
bility for self-determination. 


As the young physician approaches a village, shifting to a low gear to 
move slowly through a cluster of children, and as he walks toward the 
midwife from his health team, who stands with the village leaders wait- 
ing for him, he knows that his purpose is to share a process with them 
that is essential in terms of their health and at the same time humane 
in terms of their fulfillment as men. 


In answering the question: Can theology help us to make decisions on @ 
worldly problems, we should remember the earlier remarks of David Jenkins 
that theology does not provide answers but enables us to face questions. 

This discussion helps us with those questions in at least four ways. 


First, there is the general point already made that theology helps us 
to find new ways of looking at questions, helps us to live with ques- 
tions, and to recognize that the anxiety arising from the uncertainty 
of living with unanswered questions is the normal condition of our 
lives. 


Second, in the practical matter of making decisions, as the young physi- 
cian in the rural district must, our discussion contributes an example 

of an alternative set of values that he can consider in making decisions. 
New criteria, not answers, are offered. The difficulty of making the 
decisions, in the sense of the human responsibility involved, has not 
been lessened. 


Third, the discussion contributed a different way of looking at how the 
decisions might be made. Some decisions should be shared with the com- 
munity, which is not a new concept, but our understanding of the reasons 
for sharing and the process involved in sharing may have been deepened. 
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Fourth, the immediate process of sharing decisions is seen to have im- 

portant long-range implications for the more general process of awaken- 
ing individuals and communities to their capability for self-determina- 
tian. 


Can theology help us in making decisions about worldly problems? It 
seems to me that it can, and it is. 


But a layman's question must follow that conclusion. What is emerging 
from this dialogue is intriguing and, for me, distinctly useful. But 

is it theology? Concerned men think about human problems and construct 
useful answers -- if these answers are consistent with theological pre- 
cepts, are they theological? The question may seem naive, but it is 

troublesome to laymen who are accustomed to working on social and moral 
issues without the aid of theology, and it must be a recurring question 
to those who work at the margin between theology and the secular world. 
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The Differentia? 


David Jenkins asked, what are the differentia? What are the distinc- 
tive things that characterize our work as Christian? His answer was 
that God in Christ puts us on to something vital concerning the life 
of man. But the question remained: What is this 'something'? He 
suggested we have to find out what this something is as we live in 
the process and face our questions. Now we come back to David and 
say that we have been living in the process and facing questions, 

and we have some answers -- fragile and imperfect, perhaps, but an- 
swers none the less. To what extent do these answers represent the 
differentia? 


Even as we ask we know that the question is unanswerable, and we re- 
cognize the importance of its unanswerability. We too are turning 
through a cycle. We too are on the way. 


JENKINS: First, to recapitulate the important stages in Dr Bryant's 
fascinating paper as I see them. We start from the question about the 
extent to which theology helps us to make decisions about worldly prob- 
lems. An example is then inserted of factual problems concerning the 
use of scarce resources, and this leads to the reflection, "the criteria 
of choice is the interface between technology and value systems". This 
is a very important stage in the argument, and I may remark that I do 
not intend to pursue what might be called philosophical questions which 
arise about various of these formulations, but to take them as they 
stand in the context of their argument. 


So, having made the point about the criteria of choice, we move to the 
position, "but criteria of choice involve or imply what is the meaning 

of life". Now, that is the point at which most practical men give up 
and show how impracticable they are. I could document this from at 
least five spheres in which I am working at present. It is to me quite 
clear that criteria of choice do imply the question, "What is the meaning 
of life?". I have been finding lately in so many spheres that people 
hope that they can settle their questions purely at the technical or the 
professional level. Dr Bryant remarked that you have to stop being a 
theologian, and that theologians should join in with ordinary men. In 
this respect, I have made a great discovery in the last twelve months: 
Everybody is an ordinary man, and by everybody I mean everybody, in- 
cluding the director of the WHO programme, the prime minister of any 
state whatever, the leading biologist who is chairman of the Royal 
Society Section on Biochemistry, and so on. We shall not obtain nor 
help to supply the help we need for the troubled men if we simply think 
of them as professionals, or are dominated by the fact that they are FRS, 
or whatever is the appropriate designation. When men come to facing 
their decisions, their material is a great range of data which varies 
from class to class, profession to profession, and person to person, but 
it is not clear to me that the very varying material makes any difference 
at all to the final and critical point of decision. Criteria of choice, 
as they are finally brought to bear, involve and imply a view about the 
meaning of life. Therefore, in continuing our dialogue, we were forced 
almost apologetically, to give at least a provisional answer about the 
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directions in which we look for the meaning of life. So, the next ques- 
tion the argument faces is about what sort of flags can be flown, what 
sort of symbols can be given, what sort of arrows can be pointed in this 
area of meaning of life. In the course of discussion Dr Bryant and I 
listed the ones given on page 18 -- viz., belonging, caring, counting, 
sharing, becoming, being on the way. Dr Bryant summarized the general 
direction of these by saying: "Important life values are associated 
with things personal". Then he proceeded to attempt to insert these 
criteria into his priority lists, or to reflect on his priority lists 

in the light of these criteria, and he describes the consequences of 
that enquiry in the second half of the document and then ends up with 
the splendid question: "But is this theology?". That is to say, "What 
about the differentia?". This is where his paper and our continuing 
dialogue ties in most directly and centrally with what is one of the 
main items on the agenda of this whole meeting, namely, the future man- 
date of the Christian Medical Commission. We have discovered areas with- 
in which we wish to promote co-operation and matters towards which we 
wish to reorientate people, but co-operation and reorientation for what? 
Presumably this must be a 'what' with which we are concerned as Chris- 
tians. 


My response to this understanding of the situation goes as follows. 
Start from the question, "What is the meaning of life?" and the asser- 
tion that important life values are associated with things personal. 
When I came to reconsider the list actually set down in the paper 

(cf. page 18), I asked myself about the nature of this list and whether, 
for example, it was a psychological list. It is clear that this was not 
our intention, as I understand it, certainly not my intention at any 
rate. The list is not basically psychological, it is theological. For 
the list is used as one way of referring to the offer of the Gospel, the 
offer of God in Jesus Christ. The list in my understanding, very imper- 
Fectly and for extremely practical purposes, stems from an understanding 
of this offer of God in Jesus Christ. 


Just before giving the list, Dr Bryant inserts the sentence, "It may be 
our human frailty to avoid questioning the obvious, unless there is a 
visible chance of answering". To this I would say amen, yes indeed. 

One of the main problems in getting people to face the implications of 
identity crises is whether we can offer them something more, something 
better. It is all very. well, I feel, for ecumenical movements, world 
councils of churches, and even Christian medical commissions, beating 
people over the head in the interest of the great new Gospel, but busy, 
Frightened, limited men and women are perfectly entitled, it seems to 
me, to say, "And so what? Come and live with us, and then see how many 
new questions you can face, instead of flying round the world at our 
expense to tell us to face questions none of which you stay with your- 
self for more than seven and a half minutes." Therefore, the question 
of the visible chance of something better seems to me to be quite central. 
For us the visible chance is Jesus Christ -- the Jesus who was crucified 
and risen, who is therefore the Christ of God, who therefore puts us on 
to God the Father, who therefore lives in God the Spirit. 


In this light 'belonging', for instance, has a whole hinterland of mean- 
ing. It means being ultimately, (and I do not refrain from saying this), 
being cosmically at home. You are part of, you have the opportunity of 

becoming part of that which the world is all about. It means being com- 
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munally at home, belonging. You have the chance of becoming part of the 
body of Christ, which ultimately is the body of all human beings, which 
ultimately is the embodiment of all that human beings have it in them to 
become. You have the chance of individually fitting in, because there 
is offered to you God, God through Jesus Christ, God through your fel- 
lows, God through the world. And belonging really means belonging. 


Secondly, consider ‘'caring'. On page 19 there is the sentence, "Man 
finds a meaningful life by participating in the process of moulding the 
uncertainty and shaping the direction and rate of change". Dr Bryant 
qualifies that later on by saying, "in so far that it is possible for 
men to do so". This I relate to the notion of caring, life is actually 
about responding to a God who is love. And therefore caring is not just 
talking about psychological relationships which will build us up with 
warm affective movements and motions and all the rest of it, so that we 
shall on the whole feel slightly more cheerful. As a matter of fact, 
caring is about getting so involved with the realities of human beings 
that we shall be faced also with aggression, confrontation, contestation, 
revolution, and so on. But all this is about responding to a God who is 
love, and when you are talking about caring, you are talking about caring 
of an immense scope and depth. It is a caring of these dimensions and 
this potentiality which needs to be constantly broken down and put into 
the fragments of our lives. 


Then again, concerning 'counting'. On the basis of the Gospel of Jesus 
Christ we affirm to everyone, "Indeed you count". What men and women 
need are experiences of counting, and to count one has to count where 
one is -- count to somebody, count in relation to some decisions that 
are actually taken, here and now -- not solely in relation to 'pie in 
the sky when you die'. That is why it is so important to break every- 
thing down into particularities. It is no good coming and preaching a 
Gospel about, "You count in the sight of God" and then thrusting people 
into queues with a "No you don't want that sort of medicine, that's the 
sort of medicine you want, get over there": You have already denied 
the Gospel in action. But the Gospel affirms that it is literally true 
that God is given for you, this is what the death of Christ embodies. 
Hence we must not allow ourselves or other people to have less value 
than is offered to us by God. 


As to 'sharing', sharing starts to mean an interpenetration of relation- 
ships and possibilities, again where you are. But it is about sharing 
via God, into all, and it is about sharing through all into God. We are 
engaged on an infinite quest even in, above all in, our relationships 
with our neighbours. And 'becoming' is to do with becoming man, in rela- 
tion to all that belonging, caring, counting, and sharing, while 'being 
on the way' is being on the way to God with God. Therefore you are as- 
sured, in faith, of the resources for, for instance, the reconciliation 
which is needed. If you are going in for this sort of caring, we are up 
against all sorts of things. There are the resources for reconciliation, 
there are the resources for reconstruction, there are resources for the 
necessary fighting. 


At the end of his paper Dr Bryant asks: "What is this 'something! which 
God in Christ puts us onto"? In the first round of the dialogue I deli- 
berately used such a phrase. Now we have reached the point where we have 
to say the 'something' is God himself -- 'broken down', if I may say so, 
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into all these ways. And so when Dr Bryant asks whether we are doing 
theology, the answer is that we undoubtedly are because theology is 
about God. There is a very important practical point here that fol- 
lows because the 'something' is God Himself, because the range of the 
belonging, becoming, sharing, and so on, is as wide as I have indi- 
cated. This is that from the Christian Medical Commission point of 
view, success and failure are not ultimate criteria. This is also 
why the mission must be continued. For what one is concerned with 

is not primarily delivering medicine. Of course, we agree about this, 
our concern is with delivering health. But in fact, it is not even 
that. It is not primarily delivering health. What one is concerned 
with is the business of the intercourse, of the dealing, of God with 
man, and of man with God, under the forms of, through the processes 
of, through the opportunities of medical work. And the primary point 
does lie in this being and becoming. 


So that, for instance, the fact that we might fail completely in nine 
out of ten areas at our first attempt on the matter of comprehensive 
health care is not grounds for concluding that we have 'failed' but 
would be, rather, ground for coming back and asking, for instance: 

"What are the criticisms of our concept?", "how faithful is it to 

what we are feeling after, in relationships with God and man?", and 

then we would set out to try again. It is not a question of whether 
this will sell, it is not a question primarily of whether this will 
enable us to keep our hospitals going a little longer. We have to 

keep our hospitals going, if we do, for this. And that seems to me 
absolutely vital in relation to this most important practical question 
which has been touched on several times in the discussion. Whatever 

we do, we must not primarily do it because we are responding to pres- 
sures. The pressures are the occasions, but Christianly speaking and 
humanly speaking they must not be the total cause. Because where the 
pressures are the total cause, you are neither human nor Christian. 

You are just reacting. This is a matter which should be put into every 
policy assessment for decision. There are, of course, limiting situa- 
tions; that is to say, situations where pressures build up to so locally 
decisive a point that action is forced. But it must always be remembered 
that the limiting cases never define the situation, the total situation. 


So, for the Christian approach to situations the 'something more' is ul- 
timately God. In this light we have to consider further the matter of 
the Christian differentia. Consider therefore the Incarnation, con- 
sider Jesus as the embodiment of God, consider Jesus as the man who is 
the divine member of the series which is concerned with the becoming 
divine of all things. Jesus shows that within the historical series 
the distinctive identity of God is expressed towards us in the identity 
of a man. But with regard to this notion of identity, it is important 
to note further that this God is not the same as man. That, indeed, is 
the source of our hope. The distinctive identity of God is expressed 
towards us, in the historical series, in the identity of the man Jesus. 
And it is a human identity which this divine man has. Thus we have the 
most exciting offer and suggestion, namely, that it is literally true 
that we have divine possibilities. It is literally true that the stuff 
of which we and everything are made has divine possibilities. That is: 
the fundamental literal truth about such stuff. That, for example, is 
why you have got to take the body absolutely seriously. If you know 
something about the kidneys and you do not make a positive use of this 
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knowledge, you have committed a blasphemy. Or, again, if one fails to 
pay attention to the realities of bodiliness by going on talking for 
half an hour when everyone is tired, then one is not only being silly 
but to some extent being sinful, for no account is being taken of the 
physiological limitations and possibilities which are involved in our 
relationships. 


With regard to this matter of the differentia, therefore, we have to 

be clear that we are concerned with what I can only call the mystery 

of union. Ultimately, this is the mystery of the union of God and 

man. In that mystery of union God and man are not separate, they are 
made one, but they are not confused. Humanity is fulfilled and God is 
God. And so also, I believe, in the working of the Spirit, which is 
what we are all most directly concerned with, because this is God work- 
ing in us and through us. The Spirit, who is the Holy Spirit, who is 
God, is certainly in the problems with which we have to deal and the 
persons who are the essential substance of the problems. But the 
Spirit is not to be confused with the problems and the persons. There 
is more than the problems, more than the persons. Therefore it is 
theologically absolutely sound, totally in accordance with the doctrine 
of the Trinity, of Christology and Pneumatology to make the attempt to 
insert and relate the open values about being human into the table to 
produce a criterion for priorities which will decide what resources you 
will us@-in what place for what disease. This is fully in accordance 
with the whole incarnational, the whole spiritual approach. 


But because of the mystery of union, which is to do with no separation, 
there is a continuing difficulty about differentia. We can never final- 
ly settle the question about whether we are being 'theological' or not. 
For to be really 'theological' (i.e. concerned with and responding to 
God) you always have got to be involved in the things, the stuff which 
constitute the case in hand. Thus Dr Bryant's priority table is about 
'the stuff', and the stuff or matter is where you find, or have to find, 
the Spirit and where you have to seek to be obedient to the Spirit. So, 
of course, it is in here and in relation to this that you have to, in 
one sense, insert. But you may well come out at the end with a result 
about which you will wonder whether any reasonably enlightened man might 
not have come to the same conclusion. You just may not know. What you 
have to do is get on and find out. The danger will be that you lose the 
tension over the separateness and the transcendence. To maintain this 
you must never settle the question, "Am I a theologian or not?", just as 
you must never settle the question, "What is it to be a man?". You may 
think you know what it is to be a man, but if you think you could know 
already what it is for me to be me, and for you to be yourself, then you 
are dead already. 


One example of a practice which may assist to maintain the proper crea- 
tive tensions in an institutional set-up is the practice of inserting 

one more question, the question which no one has so far thought to ask, 
or dared to ask, and which may open up the situation. It may or it may 
not, but you have to be alert for this one more question. for example, 
in the training of auxiliaries, are you going to raise the awkward ques- 
tion about why, if you are training them to do medical work, they should 
not be paid medical salaries? That is, of course, a political decision 
and much else. All relevant factors have to be taken into account, but 
what you are looking for is always the one more question which may thrust 
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things open. Here we should, perhaps, warn ourselves that if we are 
going to go on being Christians, if we are going to maintain a concern 

to be prophetic in this opening-up sense, then we may well find our- 
selves involved not in gradual change, in certain situations, but in 
promoting revolution. We must be clear about this, because if we go 

from the person to the community and from the community to politics, 
there may well be hell to pay. At least there may be or there may not 
be. Again, it depends upon the situation, but we must be clear about 

it. The degree of reorientation which is required in certain situations 
amounts to the need for a revolution. Of course, if we do find ourselves 
promoting revolution, we will almost certainly be cutting off some funds, 
but we dare not sell our over-all aim for the temporary continuance of a 
steady income. It is quite clear that what we are talking about is poten- 
tially, in some cases at least, either the sort of revolution that gets 
to work like vinegar in a crack in a rock or that gets to work like dyna- 
mite. We may therefore well find ourselves committed to what is, in 
effect, a revolutionary path. But ina way this is incidental. What 

we are basically concerned with in Christianity is the celebration of 
change. This is so because we are concerned with entering into this new- 
ness developing into the infinity of Himself which God offers. This, how- 
ever, brings us to what has been a major point in all our discussions. 
Change threatens our identity. Therefore the question is: Where is my 
human identity, where is our human identity, where is their human identity? 
In this connection I am convinced that the ability to sit lightly to our 
identity is of crucial importance. The more I am involved in systems 
analysis, in studying the running of institutions, of asking questions 
about how attitudes which have been institutionalized can be changed, the 
more the crucial question seems to be: Where do people find their iden- 
tity? Now, the Christian, the theological answer is that the identity is 
not in myself as I am now, not in myself for instance as a doctor, an 
administrator, a trainer, a worker in a medical school, an official of 

a mission board. That is how my identity is expressed and embodied at 
the moment. But identity is not in the medical profession or whatever 
else we happen to have solidarity with for the reasons of our training 
and so on. Nor is it in our present understanding about churchmanship. 
It is no good defending one's Christian identity, for example, by 
'missioning' five souls for the Gospel every week. Nor are we pre- 
serving our Christian identity by attempting to promote one revolution 
every week. Nor is the identity of those with whom we have to deal to 

be found, for them, in-.the fact that they are patients, or they are 

sick, or that they are ‘on the parish', or whatever it may be. The 
identity of each and every man is in God and in us all as in His image, 
and as we are becoming His image. 


& 
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The great problems of change seem to me to be institutional problems. 
But the institutional problems are those which trap human beings and to 
which human beings respond. And unless we can become ourselves per- 
sons who are free for re-identification and help others to become such, 
all this talk about reorientation and so on is quite hopeless. It may 
well look pretty hopeless anyway, but that is where we go back to be- 
lief about the fact that the mission is God's so that we are free to 

go on trying. Basically, our identity does not lie in any role what- 
ever, in any success whatever, in any failure whatever. We are to be 
set free to be changed, we have to receive the freedom to do our work 
humanly. This freedom for change is essential for being human, because 
if you do nothing but defend the status quo, you get less and less human. 
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And above all, we need to be set free to treat other people as human and 
not as functions of our organizational roles or our fossilized identi- 
ties. 


Two Practical Footnotes 


1) The wider considerations into which the above arguments have led us 
seem to me to mean that, while dialogues of this sort are important, 

they are not enough on their own. Several times Dr Bryant sounded the 
note "Human values must be brought into the technological framework" 

-- how are we going to fit human values into technological methodology? 
Now I hope that what I have said shows that I agree that that is one 
important question. This indeed is a sort of middle question with which 
as Christians we must be concerned. But it is only the middle between 
three ways all of which have to be practised. There is another way of 
taking decisions, and that will be the one in many areas where the Chris- 
tian differentia and the human differentia probably do not appear at all. 
I am not absolutely certain about this but, surely, there are a whole lot 
of questions which must be settled and need to be settled and should be 
settled, from the point of view of the Gospel of the creation, on straight- 
forward technical competence. You must not be concerned with the differen- 
tia all the time, or you will get scrupulous and irrelevant. You must be 
concerned with the differentia some of the time, and part of- the exercise 
of being Christian is the re-examination to see when you have not been 
attending to the differentia when you should have been. But I am inclined 
to think that trying to fit the differentia in and to relate them is a 
middle problem. There is a basic problem which goes on all the time, 
namely, the problem of ‘getting on with it' with whatever resources avail- 
able. 


On the other hand, there is what I would call the transcendent question 

as well. It is surely quite clear that as Christians we must also be 
concerned with the transcendent in Himself, if I may dare put it so. 

And this is where we come back to the question of worship, prayer, con- 
templation, edification in the church, being built up by attention to 

the Word of God, and so on. By the transcendent in Himself I, of course, 
mean God, God as the author of the Gospel. If we are going to practise 

an involvement, consistent with the Incarnation, if we are going to wrestle 
with the complexities of all the questions that are properly raised, when- 
ever we face up realistically to the complexities of any field of action, 
then it is not good to get wholly involved in the questions and in nothing 
but the questions. They have got to be taken very seriously, but it is 
not sufficient to be wholly involved in them and in the relations between 
the questions and the differentia. There are times when you have to be 
concerned only with the God who makes the good news possible, who makes 
change and the very judgement of change good news and a way forward to new 
and wider life. It is necessary sometimes simply to consider God as the 
meaning and the end of life. 


This is very important in relation to the whole matter of participation, 
of taking a part now in the living of one's own life. Unless life has a 
meaning now, to talk about having a meaning 'then' is nonsense. Thus we 
must be now in the presence of God and sometimes now may even be able to 
be reminded of it. Therefore, if we are going to consider the whole range 
of what is involved in a properly human concern for moral issues in health 
care or elsewhere, we must also be immersed properly in the material with- 
out any thought of the differentia, and we must also be concerned with 
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God without, I would say, any thought of His relevance. It is, I think, 
the combination of all these three ways of approach which is to do with 
sitting lightly to identity. We can be involved, say as social workers 

or as medical persons, in agonizing discussions about what is best for 
so-and-so in such-and-such situation. But, in fact, we cannot know what 
is 'best', we just cannot. We cannot because of the practical details 
which are never complete enough, and we cannot because of the transcend- 
ent extension of the whole thing. Moreover, if we knew it, we almost 
certainly would not be able to do it. We need to be free to discover 

what is best together, both 'patient' and 'treater'. We are now coming 

to see that just as there are no grounds for imposing belief on people, 

so there are no grounds for imposing health on people. Indeed, there 

are no grounds for stopping people dying, if they want to. I have seen 
some of these pamphlets about the right to live; somebody should write 

a pamphlet about the right to die, otherwise we shall get inhuman. Of 
course, every human being who is offered to us is worthy of infinite com- 
passion, but we do not know what is the true and fulfilling direction of 
this compassion. Therefore, unless we can combine detachment with attach- 
ment, we shall not go on properly and humanly with our work of learning 

to be human and helping others to have the chance of being human. € 


Further, this has great political importance. We still have not yet got 
out of the professional hubris, the Western hubris which is not only 
practised by some Westerners but a lot of other people who have been 
trained in the West. If we are really going to be involved in a human 
work towards 'the poor' of the world, then we are concerned with the 
building up of real participation, with enabling people to be them- 
selves as they themselves wish to be and not to be as we see them or 
expect of them. A splendid phrase was used earlier in our discussion 
about "humble, vulnerable involvement in persons". That is what every- 
thing is really about, and to this end we require the practice of de- 
tachment as well as attachment. 


2) In holding a dialogue about moral issues in health care we have found 
ourselves led into what is in effect a discussion about developing a 
certain style of life. Now, if we are going to practise this or learn 
how to practise this, if we are going to carry on with dialogues like 
this, with working into our systems what we learn, and with trying to 
share it with other people, and so on, then what we have to do, among 
other things, is to discover, rediscover, or even reinvent (according 

to our theology) the church. By 'the church' I mean the sustaining 
community which is chiefly focused on God. Because it is chiefly fo- 
cused on God, and because it stems from God, I, for my part, do not 
believe that the church can be reinvented, but I am using this variety 
of phrases to cover a whole range of approaches to the church. Pre- 
cisely because the church is chiefly focused on God and stems from God, 
the orientation of the true church is both Godward and outwards, for 

God Himself is outgoing as love. Now, unless we are sustained by wor- 
ship, unless we can learn somehow to pray, unless we can get some build- 
ing up from looking back at the tradition, unless we can be re-enlivened 
again and again, unless we can face our questions in fellowship, then 
all I have been trying to point to will remain so much talk. 


It is in the church in the sense I am indicating that one can be re- 
assured again and again that, although our identity is often experienced 
as a problem, it is primarily a gift. That, under God, is the basic 
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thing. Our identity is a gift, we are here, doing things, with possi- 
bilities and opportunities before us. The problem is, where do we go 
from here? It is above all in and through the church, when it is tru- 
ly discovered, rediscovered or reinvented, that we receive this knowl- 
edge through one another and that we are built up through one another. 


In order to discover and rediscover the church as we need it, we must 
be involved in what I would venture to call ‘do-it-yourself theology' 
and 'mutual pastoralia'. I should claim the Bryant-Jenkins dialogue 
is do-it-yourself theology and, for the two of us trying to do it, it 
is also mutual pastoralia. I mean that this dialogue is helping us 
to live in our situations. 


Therefore one of the tasks the CMC has got to be concerned with, aris- 
ing from its specific concerns which arise out of the over-all concern 
with helping men to health, wholeness, salvation and humanity, is the 
rediscovery, the renewal of the church. Not so that the church can be 
a more powerful institution, but so that men can live in the church 
with this identity crisis, which is also an identity gift. This is 
one way of understanding how the Christian Medical Commission is right- 
ly part of the Division of World Mission and Evangelism and rightly 
part of the World Council of Churches. There should, therefore, be 
built into the practical concerns of the CMC the development of styles 
for do-it-yourself theology and for mutual pastoralia. Without this, 
discussions of moral issues in health care will never be able to go 
far enough either in reflection or in effect upon action. 
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